ANNEX XI11: MEDICAL ACCOMMODATION PROCEDURES & TRAVEL FORMS DS-
4086/DS-4086A

Medical accommodation — MCC has engaged the services of the U.S. Department of State’s Office
of Medical Services (MED/DP) for adjudication on requests for medical accommodations due to
disability. MCC will facilitate this process but will not adjudicate disputes or appeals in connection
with these requests. If the Department of State’s policies for reviewing these requests changes,
MCC will be responsible for notifying contractors of the change but will not be responsible for
providing an alternative for medical accommodation requests.

Detailed Procedures - Travelers requesting medical accommodations based upon disability must
complete the steps below.

Traveler completes Form DS4086. When complete the traveler selects the “Submit” button, which
will create and attach the document to an e-mail addressed to MED/DP at meddp@state.gov with
a copy to the MCC Travel Office at mccmedical@mcc.gov.

Traveler then downloads and provides their physician with Form DS4086A which the physician
completes and signs. Once signed, the traveler OR their physician e-mails a scanned .pdf
attachment to MED/PD at meddp@state.gov. Alternatively it can be faxed Attn: Domestic
Programs 202-663-3673.

MED/DP makes a medical determination based on the information provided by the traveler and
the traveler’s physician on the DS 4086A. MED/DP will e-mail the traveler with its decision. If
approved, MED/DP will attach a scanned, signed DS-4086. The traveler must e-mail the signed
DS-4086 to the travel office at mccmedical@mcc.gov. The DS-4086A, is a State Department
document only and should NOT be sent to mccmedical@mcc.gov.

MCC will not approve any business class accommodations beyond normal MCC guidelines unless
the traveler has completed the medical accommodation paperwork and received a positive
response from MED/DP.

Please note that the process can take several weeks and will depend on how quickly the traveler’s
physician faxes the completed DS4068A to MED/DP.
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U.S. Depariment of State

SPECIAL SEATING REQUEST FORM FOR BUSINESS CLASS
AIR TRAVEL

For Employee’s Special Needs (See 14 FAM 567.2-4)

Employes MName

Last First Middle
Organization Millennium Challenge Corporation

Name of Attendants if Required:

MName -

Last First Middie
MName

Last First Middla
Marme

Last First Middle

Approved By: (Check if M/MED or Identify POST)

M'MED POST
[ ] 0]

{Print Nama)

Signatura of MMMED or RMOIFSMP

Print Name of Approving Official

Date signed (mm-do-yyyy)

Expiration date  (mm-do-yyy)

AUTHORITY WILL EXPIRE AS INDICATED ABOVE BY THE COMPETENT MEDICAL AUTHORITY.

DS-4086
10-2008



LS. Department of State
BUSINESS CLASS UPGRADE - MEDICAL QUESTIONNAIRE

(a) Release of information - Please sign and date the authorization printed for release of
information from your physician.

“| hereby authorize my physician to provide the information requested below to the Domestic

Programs, Office of Medical Services, U.5. Department of State and to provide reguested

information verbally and in writing regarding my medical or mental health condition(s) as it

pertains to my request for a premium travel upgrade”.

Traveler's Signature Date (mm-dd-yyyy)

Travelers Name (Last, First, Mi)

Home Address City State ZIP Code
Work Phone Home Phone
Primary Email Secondary Email

(b) Traveler Statement - On the next page, you may explain your specific difficulties requiring
business class or a premium fravel upgrade.

(c) Have your physician document the information requested and sign this form. Alternatively,
the information can be provided on signed letterhead.

(d) Email this form as a scanned pdf attachment to medDP@state.gov. Alternatively, it can be
faxed to attention: Domestic Programs, 202-663-1687.
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Traveler Statement

DS5-4086A
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Your patient is requesting business class travel or a premium travel upgrade for a medical
condition. Determinations are on the basis of a medical need, not traveler comfort. We are
requesting your assistance in determining if your patient has a medical condition necessitating

business class traveal,

Please provide the following information:

1) Diagnosis and current medical condition of your patient.

2) Current treatment regimen for this condition including current medications.

3) What impact would air travel likely have on your patient if no special accommodations
were made?

D5-40868
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4) Which of the following modalities may your patient use during commercial air travel? (Please
check each one that applies.)

[] a. Frequent standing

[] b. walking and moving about the cabin

[] c. Frequent in-seat stretching

|:| d. The use of support stockings (thigh high or full length)
[ e. Aisle seating

[ 1. Exit row seating

[] g. Bulkhead seating

[d h. Medications

5) If your patient utilized the above modalities, how would your patient likely be affected by air
travel? What, if any, adverse effects would your patient be likely to have as a result of air
travel while using the above modalities?

6) If the modalities noted in number 4 were available to your patient, please specify what, if any,
additional accommodation/modalities you recommend for air travel? What, if any, adverse

effect is your patient likely to have as a result of air travel using the additional modalities you
recommend?

7} Do you recommend business class travel for your patient? If so, why and what is

accomplished by business class travel that is not accomplished by the modalities noted
in number 47
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8) Does duration of travel affect your patient's medical condition with or without the
accommodation? If so, is there any length or type of travel that you recommend that
your patient not undertake because it would adversely affect his/her medical condition?

9) What is the patient's prognosis? How long is the current medical condition expected
to last?

10) Please provide any additional information supporting your recommendation. (Please
forward copies of reports, x-ray resulls and laboratory tests.)

11) Please sign and date this form as follows:

Physician's Signature Date (mm-dd-yyyy)
Physician's Printed or Typed Name and Degree Phone

Address

City State ZIP Code

To the Dactor: The Genetic Informalicn Mondissimination Act of 2008 (GINA) prohibits employers and other enlilies covered by GIMA Tite i from
requestng or requinng genedic information of an individual or family member of the ingividual, excep! as specifically allowed by this law, To
comply with this law we ane asking that you NOT provide any genetic information when responding bo Bis request for medical information,
“Ganatic Information’ as defined by GINA, includes an individual’s tamiy medical history, e results of an individuals family member's genetic
eals, tha facl ?iat an individual or an Individuals tamily member scughl of received genetic sarvices, and information of a helus caried by an
irdividual or an individuals family member or an embrys lawdully bald by an Individual or fEamily member receiving assistive reproductive sarvicas.

DS-40864 Page Sof 5




